I crushed the stone with a cystoscopic lithotrite and evacuated the fragments. As far as possible, I then squashed the piece of slippery elm itself and withdrew it through the urethra with a Young's cystoscopic rongeur.
The patient left hospital seven days later with an undisturbed pregnancy.
I suggest that in cases such as these, instrumental-rather than operativemethods should be given a trial, for the three reasons of safety, shortened convalescence and minimum discomfort to the patient.
Tuberculous Kidney.-HAROLD DODD, Ch.M., F.R.C.S.
In November, 19%0, a single woman, aged 23, complained of acutely painful and frequent micturition of a fortnight's duration. She had been perfectly well until June, 1930 (i.e., five months previously) when she vomited repeatedly and had an attack of abdominal pain, worse in the left iliac fossa. She stayed in bed for three days and recovered. In July, another attack of similar abdominal pain and frequency of micturition confined her to bed. During August, September and ,October she convalesced slowly at the seaside, when she felt well again, except that she could only move about slowly sudden movement causing a return of the 'Pain in the left side. Micturition was again normal except for nocturnal frequency; ,she was regularly disturbed twice nightly. In October she returned home and was Section of Urology 537 well for a fortnight, when the pain and frequency returned, and she had had them for three weeks when I saw her first, in November. On no occasion had she noticed blood in her urine. She was very thin, pale and nervous, and was losing weight. On the left side of her neck was the scar of an operation performed during childhood on tuberculous glands, a mass of which was still palpable.
The abdomen revealed tenderness in the left kidney area, with a poorly-defined swelling which I considered to be the left kidney. Rectally, the left ureter was palpable about the thickness of a little finger. There were no respiratory symptoms suggesting phthisis and X-ray examination of the chest revealed no signs of active tuberculosis. A skiagram of the urinary tract showed unusually extensive chains of calcified abdominal and lumbar glands, but no renal calculus. A catheter specimen of urine showed a few pus cells but no organisms.
The blood-urea was 50 mgm. and urea concentration 1 3 for the first hour and 1 6 for the second hour. Cystoscopy revealed an injected left ureteric orifice discharging pus, and a congested base of the bladder with a small erosion of the mucous membrane near the left ureter. The right ureter appeared to be normal. An injection of indigo-carmine was excreted in seven minutes by the right side, and very faintly, after fifteen minutes, by the left. Tubercle bacilli were found in urine collected fronm the left ureter but there were no organisms in that from the right side; there were a few leucocytes and red blood-cells. Pyelography showed dilatation of the pelvis of the left kidney, with flattening of the calyces, the appearances suggesting hydronephrosis.
The patient was kept in bed, given ample fluids by mouth and rectum, and bladder sedatives.
The blood-urea, estimated two weeks later, was 44 mgm. (a drop of 6 mgm.), whilst a week later it was the same and the urea concentration poor at 0 * 8 and 1 9% in the first and second hours respectively. A week later the blood urea further improved to 33 but the urea concentration was further diminished at 0 4% and 1 2%, whilst the frequency and dysuria were no better.
I removed the left kidney and the ureter to the pelvic brim through a lumbar incision. Owing to her poor condition I did not consider it advisable to remove the remainder of the ureter at that time. The kidney showed a well-defined tuberculous abscess 1 in. in diameter, in the lower half, opening into the pelvis. The patient recovered uneventfully but the frequency and the pain were only slightly diminished.
The urea concentration, estimated a month later, was 1P7 and 1 0%, and the blood-urea was 27 mgm., a definite improvement.
Three months after operation the patient had put on a stone and a half in weight, but still had frequency of micturition, hourly during the day and about three times during the night.
I saw her again in September, 1931. She looked very well and her weight had increased by 20 lb. to over 9 st. The frequency was then two-hourly during the day, with occasional shooting pain on the desire to micturate, and twice nocturnally. I thought the glands in the neck were a little larger and there were in addition palpable, deep external iliac masses on both sides. X-ray examination showed a slight increase in the calcification of the abdominal glands. Cystoscopy showed a right ureteric orifice normal in appearance and function. The left ureteric orifice was the centre of a fair-sized acutely inflamed area, to which shaggy, purulent debris adhered in large masses. The urine contained many pus cells and colonies of streptococci were cultured. Urea concentration and blood urea were normal. Through a left paramedian suprapubic incision I removed the remainder of the left ureter, dissecting it out of the wall of the base of the bladder. Externally it was normal in size and appearance. Internally it was dotted with petechial patches of inflammation. About the ureter were masses of caseouis glands, the size of walnuts, lining the pelvis. The result was dramatic. Within three days the pain and frequency had disappeared, the patient reported more comfort on micturition than she had had for eighteen months, and she had no nocturia. This progress has been maintainedexcept for a slight return of frequency for forty-eight hours a week after the operation.
The case is interesting on several points: (1) The initial pain only occurred on exercise, suggesting a stone rather than an inflammatory lesion. (2) In spite of careful and prolonged treatment before operation, the poor renal function continued to be very little improved, showing the toxic effect of the bad side on the sound kidney. (3) The remainder of the left ureter from being the thickness of the index finger became apparently normal in eight months but was still inflamed and causing symptoms which were quickly relieved on its removal, Postscript.-(February, 1932.) Patient, male, aged 31, operated upon for perforating gastric ulcer two years and a half ago. At this operation, Dr. Haworth, the surgeon, noted a large fluctuating retroperitoneal mass, and having completed his operation, introduced an exploring syringe into it. Blood-stained fluid was withdrawn and during the next few days the patient had heematuria. Some weeks later I was asked to investigate. Chromocystoscopy revealed a large papilloma in the region of the right ureter, and a free escape of well-stained urine from the left ureter. The papilloma was fulgurated. By this time the retroperitoneal swelling had become enormous; it occupied the whole of the right flank and extended beyond the middle line towards the left, it extended down into the pelvis and was even palpable on rectal examination. It had all the characters of a huge hydronephrosis. Lumbar nephrectomy was performed and the hydronephrotic kidney was delivered with considerable difficulty, on account of its vast size. The ureter was as large as the small intestine, and was tightly distended with massed papillomata. It was divided in the neighbourhood of the fourth lumbar vertebra. On examination, the kidney pelvis was found to be crowded with papillomata so much compressed as to appear as a solid mass strongly suggestive, to the naked eye, of carcinoma, but microscopy proved its innocent nature.
A fortnight later uretero-cystectomy was carried out. The right rectus was split and the peritoneum separated up from the bladder, the patient being in the high Trendelenburg position. The ureter, on account of its distended condition, was easily found and traced to the bladder. The posterior aspect of the bladder was carefully exposed and a circular incision made through its coats from without inwards, including a wide area, the site of the papilloma which had previously been seen in the bladder cystoscopically. The bladder was then opened anteriorly and the posterior wound in it sutured from within, leaving, however, sufficient space for transvesical extraperitoneal drainage. The upper end of the ureter was carefully traced to the point where it had been ligatured at the previous operation and the whole length of the ureter, together with the section of the bladder, was removed en masse. Healing was rapid and uninterrupted.
Cystoscopy was carried out subsequently at intervals but no recurrence was observed. The general condition of the patient has remained good ever since the operation.
There are two points of interest in this case: (1) That on original section the growth presented all the naked-eye appearances of carcinoma, but the microscope proved to be innocent.
